A 32-year-old man presented to the emergency department of this hospital because of persistent right temporal headache for one week after difficult right lower wisdom tooth extraction (the procedure was over one hour) in a dental clinic. The patient had been in good health and was smoking 1/2 pack of cigarettes per day for 10 years. Neurological examination was normal and there was clear consciousness. He was prescribed ketorolac and acetamiophen. Two days later, he presented to the emergency department with right temporal headache, aggravated by neck flexion and swollen sensation of the right eyeball. Mild nuchal stiffness and meningitis was suspected. Computed tomography (CT) of brain revealed no active lesion ([Fig. 1](#fig1){ref-type="fig"}A). Lumbar puncture was performed, cerebrospinal fluid was clear and laboratory examinations were unremarkable. He was admitted, fever developed on the 2nd hospital day and two sets of blood culture were collected. The white blood cell count was 16,680/μL, cefuroxime was administered intravenously. He was discharged on 6th hospital day with no abnormal finding and fever subsided. 5 days later, he presented to the emergency department because of left upper limb weakness (muscle power 4/5), swallowing disturbance and persistent headache. CT of brain revealed hypodensities over the right frontal, temporal, and occipital lobes and basal ganglia with a minimal mass effect on the right frontal horn, right middle cerebral artery territory infarction was noted ([Fig. 1](#fig1){ref-type="fig"}B). Two additional sets of blood culture were collected, intravenous ceftriaxone, and metronidazole were administered. He was admitted to intensive care unit for 4 days and trans-esophageal echocardiogram (TEE) revealed no vegetation or thrombi. All four sets blood culture yielded *Prevotella denticola* and antimicrobial treatment was changed to two-week course of meropenem. Intravenous anticoagulation was not used due to septic emboli. After 17 days of hospitalization, he was discharged with no headache and left upper limb weakness improved. 10 days later, he was admitted again because of severe headache, dizziness, neck pain and vomiting. On 3rd hospital day, he was referred to the tertiary medical center for neurosurgical drainage of *Prevotella* brain abscess.Figure 1Computed tomography (CT) of the brain of our patient. (A) No active lesion in the brain CT images. (B) Hypodensity involved the right frontal, temporal, occipital lobes, and basal ganglia. Minimal mass effect on the right frontal horn but no midline shift was found. Effaced ventricle, cistern and sulci due to edema were noted.Figure 1

*Prevotella* species originate mostly from the oral cavity, are pigmented anaerobic Gram-negative rods and important pathogens in endodontic infections.[@bib1] Anaerobic bacteria are generally considered to be of relatively low virulence and are especially prevalent in infections associated with underlying conditions such as trauma or dental extraction, thus affording an opportunity to penetrate deeper tissues or blood stream and inaugurate infection.[@bib2] The *P. denticola* strain cultured from the patient\'s blood was sensitive to ampicillin/sulbactam, chloramphenicol, clindamycin, metronidazole, cefmetazole and cefoxitin, but resistant to penicillin.[@bib3] The *Prevotella* species are disseminated by hematogenous route and harbor the brain tissue to form abscess gradually although his blood was sterilized after antibiotic treatment with meropenem. If the diagnosis of *P. denticola* can be obtained before dental extraction, antibiotic treatment may lead to complete resolution.[@bib4] Chloramphenicol is a bacteriostatic, highly effective and has an excellent activity against anaerobic bacteria and is specially indicated for prolonged use in seriously ill patients in suspected central nervous system infections.[@bib5]
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